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Abstract
A working knowledge of the home and neighborhood environment is critical to understanding the barriers that families 
face when struggling with obesity. Most doctors are only given the opportunity to address individuals with obesity in the 
office setting and usually describe their counseling abilities as ineffective. This focused home visitation curriculum offers 
a unique tool to improve residents’ understanding of the social determinants of health, how these determinants relate to 
obesity, and critical obesity-management skills. The curriculum requires residents to review three PowerPoint modules 
and an article on motivational interviewing. Residents then implement what they have learned by doing two home visits 
with a family from their continuity clinic and completing a windshield survey of the family’s neighborhood. This publi-
cation includes all of the materials necessary to facilitate the curriculum, including scripts for the residents to use at each 
visit, resources for the family, and curriculum evaluation tools. The program has been integrated into our pediatric residen-
cy curriculum and completed by 20 interns during a first-year community health rotation, but it could be completed at any 
time during resident training. Residents who completed the curriculum reported improved counseling skills and improved 
understanding of the social determinants of health. During postcurriculum qualitative interviews, residents described the 
experience as eye-opening and revealed that lessons learned from the visits will alter how they approach patients who are 
obese in their future clinical practice.
Please see the end of the Educational Summary Report for author-supplied information and links to peer-reviewed digital 
content associated with this publication.
Introduction
The United States is facing a large, multifactorial obesity 
epidemic that has been linked to a rise in many disease 
states, such as type 2 diabetes, hypertension, and heart dis-
ease.1,2 Although obesity in children is widespread across 
the United States, Washington, DC, is at the center of the 
epidemic. When compared to all 50 states, Washington, 
DC, ranks third for the highest prevalence of obesity in 
children 10-17 years old (21.4%).3
Most doctors are only given the opportunity to address 
obesity in the office setting. Clinicians often encourage 
parents to create a healthy home environment, but without 
understanding the barriers that may exist for the family 
or the practical resources available to its members, of-
fice-based counseling is deemed by providers to be inef-
fective.4 Families agree that the sheer complexity of the 
topic often makes these visits overwhelming.4,5
It is increasingly apparent that the causes of obesity are not 
merely physiological, but multifactorial, with an increased 
burden of illness for lower socioeconomic-status popu-
lations.6,7 Thus far, most primary care pediatric clinical 
strategies and recommendations have suggested address-
ing the multifactorial causes of obesity through behavioral 
lifestyle modification.8-10 While it is increasingly evident 
that these programs at medium- to high-intensity levels 
show short-term benefits,11 these programs will continue to 
be limited in their long-term effectiveness without address-
ing the social determinants of health related to obesity.
One important social determinant of health related to 
obesity is the home and neighborhood environment of the 
patient. This curriculum was primarily created to allow 
residents to learn more about specific neighborhoods, 
while at the same time exploring the best ways to discuss 
obesity management with families that are likely from a 
different background than the residents themselves. Home 
visitation models are used all around the world and have 
great potential to provide unique gains for both the family 
that is visited and for the person who is conducting the 
visit. Although there has been limited research on the use 
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of home visitation in resident-centered interventions for 
obesity in children, previously published research on home 
visits during pediatric residency has shown improved un-
derstanding of community resources and insights into fam-
ilies’ perspectives, in addition to tangible skills that provid-
ers may use in future clinical encounters such as referrals 
and communication strategies.12-17 In addition, multiple 
home visitation programs for children with obesity have 
been conducted focusing on prevention and management 
and using strategies to address barriers that exist within the 
home and in the local community, but none of these were 
part of residency training.18-21 This home visitation curricu-
lum builds on that previous work to offer a unique oppor-
tunity to integrate the medical home model into a chronic 
care model and therefore serve as a tool for obesity man-
agement in underserved families. It offers residents more 
intensive training on obesity management than the standard 
residency program by providing specific lectures and the 
opportunity to practice new skills for discussing obesity 
with families, while giving residents a real-life view of the 
barriers faced by the families in their care.
The secondary aim for this curriculum was to increase 
awareness of the often-subconscious obesity stigma that 
too commonly permeates our culture and society. Although 
there are very limited data on physician stigma towards 
children with obesity, a large national study showed that 
doctors on average show both strong implicit and explicit 
antifat biases towards obese adults.22 This can result in 
doctors spending less time with and ordering more tests 
for patients who are obese, whom they believe to be less 
self-disciplined. This stigma ultimately results in patients 
being more vulnerable to psychological effects and cycles 
of unhealthy lifestyle behaviors.23-27 By having residents 
spend time in the neighborhoods and homes of the families 
they are treating, they have an opportunity to better under-
stand the social and environmental contributors to obesi-
ty and potentially reduce any negative feelings towards 
patients who are obese.
Prior to creating this curriculum in 2013, we completed a 
needs assessment of the pediatric residents in the Commu-
nity Health Track at Children’s National Health System in 
Washington, DC. Based on the results of the assessment 
and an extensive literature review of both home visit 
programs and obesity interventions around the world, 
we developed a framework for the curriculum. We then 
consulted with leaders from other residency programs with 
successful home visit curricula to determine best practices 
for implementation. All of the modules were then created 
in partnership with content experts: Two registered dieti-
tians reviewed the nutrition module, the Director of Home 
Visiting for a local agency provided key materials for the 
Home Visiting 101 module (Appendix D), a community 
social worker provided key safety recommendations, and 
the Director of the Community Health Track reviewed the 
Social Determinants of Health 101 module (Appendix F). 
Once created, several residents previewed each module, 
and modifications were made based on their feedback.
Although this curriculum was created for pediatric resi-
dents, it can be used by any resident who treats patients 
who have obesity. Most residents do not have lessons 
focused specifically on obesity but rather learn about parts 
of obesity during various rotations. The novel approach 
of this curriculum is that it provides a way for residents 
to learn about the topic in a concentrated fashion while 
also learning to be more empathetic to the barriers that 
families struggling with obesity face. Residents are able 
to learn more about the communities in which the families 
live and how to talk to the families outside of the medi-
cal setting. Additionally, the curriculum allows residents 
to learn about motivational interviewing and then apply 
it in a patient encounter, which is a transferable skill for 
other medical problems. There are no prerequisite skills 
or knowledge needed for the curriculum. It is expected 
that most learners completing the curriculum will not have 
done a home visit before.
Methods
This interactive curriculum is based on some of the prin-
ciples of adult learning theory such as one that Malcolm 
Knowles described in his assumptions about adult learners, 
Educational Objectives
After completion of this curriculum, residents will be 
able to:
1. Discuss appropriate child nutrition recommendations.
2. Illustrate how social determinants of health affect 
obesity.
3. Apply motivational interviewing skills to guide a 
family struggling with obesity through choosing 
appropriate personal healthy living goals.
4. Formulate personalized recommendations for a fam-
ily struggling with obesity based on what is learned 
from a home and neighborhood assessment and 
discussions with the family.
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If you choose not to record narrated slides for the Pow-
erPoint modules, someone will need to present them in a 
didactic session. Using the scripts under each slide, the 
presenter could be anyone with basic familiarity of the 
concepts, including senior residents. For safety purposes 
and to ensure that the visits run smoothly, at least one 
other person (two, if possible) should accompany each 
resident on the home visits. This could be the curriculum 
coordinator, the presenter, another staff person familiar 
with the curriculum, or a senior resident who has already 
performed a home visit. The person accompanying the 
resident does not need to be an expert in home visiting, 
but it is preferable if that person has some familiarity with 
the community. Lastly, finding a local dietitian familiar 
with the community and the social determinants of health 
who will meet with residents will enable a more meaning-
ful discussion of potential strategies to share with families 
during the intervention visit.
Resources
Residents will need access to the internet to be able to 
complete the supplementary motivational interviewing 
module, discover local resources, and research the neigh-
borhood’s demographic and socioeconomic characteris-
tics. Residents will also need access to a resource storage 
database so that there is one accessible place where all the 
curricular files are stored. This could be a USB drive that 
can be distributed to the residents with everything pre-
loaded or an internet-based learning management system. 
This ensures residents have access to all modules, docu-
ments, and resources they will need for the visits.
Time
Effective implementation of the program requires 10 
hours to fully complete the training and home visits. Each 
module takes about 1 hour to complete, and the article 
will take about 30 minutes to read. We allotted 2 hours for 
each home visit, so as to include travel time to and from 
the visit. It will take residents about an hour to do the 
windshield survey, 30 minutes to meet with the dietician, 
and an additional hour to put together the recommenda-
tions for the family. Although we have residents complete 
this curriculum during a 4-week community health block 
in the first year of training, the curriculum can be done 
at any time during residency training when residents will 
have the time to go on two home visits 2-4 weeks apart. 
Our residents reported that the intern year was the ideal 
time to do the curriculum so that they could apply the 
skills learned throughout the rest of their training.
namely, that using an approach based on the learner’s own 
personal experiences increases the learner’s interest in 
the topic. We also incorporate tools that will help learners 
address problems they face in their everyday experience, 
which encourages them to be more motivated to derive 
their own solutions to these problems.28 Since most res-
idents will have seen a child who has obesity within the 
first few sessions of their continuity clinic and struggled 
with how to address the issue in the confines of a short 
office visit, the assumption is that they will therefore have 
intrinsic motivation to learn more about the topic. The 
PowerPoint modules ensure that all participating residents 
have a baseline level of knowledge about obesity, nutri-
tion, and the social determinants of health. Then the article 
on motivational interviewing provides residents with a 
skill for communicating their knowledge with a family. 
The residents then have the home visits, which enable 
them to cement their new knowledge and skill. Additional-
ly, the resources included in this curriculum that encourage 
reflection allow the learning that has taken place to be 
solidified. Aside from the materials provided here, there 
are several resources necessary to fully implement the 
home visitation curriculum, including required personnel, 
internet resources, resource storage capabilities, and time.
Personnel
We highly recommend having someone serve as a coordi-
nator for the curriculum. The coordinator will help to facil-
itate residents’ experience and can serve as the person who 
is responsible for updating resources. The Social Determi-
nants of Health 101 module (Appendix F) has information 
specific to Washington, DC, and would need to be mod-
ified to represent the local community that your students 
serve. If residents are scattered across multiple continuity 
clinic sites, it makes it more difficult to coordinate the 
visits and adequately prepare students for the subculture 
of each community that may create different challenges to 
creating healthy lifestyle interventions.
There are several types of people who can serve in the 
coordinator role. If this curriculum is included in a rotation 
where residents are already learning about and visiting 
community resources, the coordinator can be the person 
who runs that rotation. This is who we used to fill this role 
as we have our Community Health Track. If the curricu-
lum is integrated into the continuity clinic experience, the 
preceptor may be the best person for this role. The coordi-
nator can also be a nonmedically trained person who has 
an interest in obesity management.
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Preparing for the Curriculum
Prior to the rotation during which they will be conducting 
the home visits, residents should meet with the coordina-
tor. During this session, the coordinator should go over 
the Healthy Homes Curriculum Checklist (Appendix A) 
as it provides a detailed time line of when each document 
should be used and when each module should be complet-
ed. The coordinator should also review the How to Choose 
a Family document (Appendix B) and discuss where the 
resident can find all the documents and modules needed 
for the visits. The residents can be given the pretest on 
obesity stigma (Appendix C) at this meeting, or a link to 
an online version of the pretest can be embedded in the 
slides in the Home Visitation 101 module (Appendix D) to 
assess residents’ predilection for obesity stigma.
After the initial meeting, residents will need to complete 
three modules and read one article in preparation for the 
home visit:
•	 Home Visitation 101 module (Appendix D): a 1-hour 
training that details how to conduct a safe and success-
ful home visit. 
•	 Nutrition & Health 101 module (Appendix E): a 
1-hour educational module describing basic pediatric 
nutrition concepts.
•	 Social Determinants of Health 101 module (Appendix 
F): a 1-hour module that describes the effects of social 
determinants on the health of families.
•	 Motivational interviewing training article29: a basic 
overview of motivational interviewing in obesity 
management.
o Residents may also choose to complete a supple-
mental motivational interviewing module created 
by the American Academy of Pediatrics (Change 
Talk)30; this interactive educational module 
teaches residents skills surrounding motivational 
interviewing.
After completing the introductory modules, the residents 
should pick a family from their continuity clinic using the 
How to Choose a Family document (Appendix B) as a 
guide. The residents should do their best to arrange a time 
with the family for the visit when both the primary care-
giver and the child will be in the home. Lastly, they should 
confirm the date and time with the curriculum coordinator 
to ensure a team of two to three people can attend. A few 
days prior to conducting the first home visit, residents will 
call the selected family to confirm the appointment and 
establish visit expectations. Appendix B includes the script 
for this call.
Preparing for and Conducting the Assessment Visit
A few days before the first home visit, the residents should 
print out and review the five assessment visit documents. 
The Assessment Visit Script (Appendix G) will give the 
resident an idea of what to say during the visit, including 
important history questions (Appendix H) about the pa-
tient’s diet and exercise habits and other health care issues, 
such as food insecurity. The Healthy Homes Assessment 
Checklist (Appendix I) is an itemized list that assists res-
idents in assessing different aspects of the patient’s home 
environment. The Healthy Homes Road Map to Success 
(Appendix J) provides basic healthy lifestyle recommen-
dations and will be completed with the family at the end of 
the visit and then left with the family. The fifth document 
that should be brought to the first home visit is the Healthy 
Living Goals Worksheet (Appendix K), which will be left 
with the family to help to assist them in brainstorming goal 
ideas between the first and second home visits.
Preparing for and Conducting the Intervention Visit
Residents are required to complete several tasks between 
the first and second home visits. They will first need to 
complete the Healthy Homes Windshield Survey (Appen-
dix L) to assess the family’s neighborhood for play areas, 
safety, and food availability, among other things. Residents 
are encouraged to research the demographic and socioeco-
nomic factors affecting the neighborhood in conjunction 
with actual observation. The windshield survey can be 
done prior to, or after, the first home visit.
To guide the family towards healthful behaviors, residents 
must create a tailored list of Healthy Homes Intervention 
Recommendations (Appendix M). In order to promote 
interdisciplinary patient management, we developed rela-
tionships with local dietitians who met with each resident 
for a 30-minute consult to discuss the patient’s barriers 
and possible solutions to assist the family in making more 
healthy choices. The resident then incorporates the infor-
mation gathered through the assessment visit, the wind-
shield survey, the neighborhood research, and the dietetic 
consultation to produce a list of fewer than 10 SMART 
(specific, measurable, attainable, realistic, timely) health 
recommendations for the family. Residents can also use 
resources available in the Home Visitation 101 module or 
publicly available websites, such as www.choosemyplate.
gov, to complete the intervention recommendations. Al-
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though the residents’ visit is focused on obesity prevention 
and management, they may find and add to the list more 
pressing solutions that are necessary for the family mem-
bers to better manage their overall health.
During the second visit, the residents will review the 
recommendations they have created (Appendix M). 
Using motivational interviewing skills, residents should 
then work collaboratively with the family to set goals 
for healthy living (Appendix N) and leave a completed 
Healthy Lifestyle Action Plan (Appendix O) with the fami-
ly. Residents are encouraged to upload the Healthy Homes 
Intervention Recommendations (Appendix M) document 
into their patient’s electronic medical record so the recom-
mendations can continue to be used to set reasonable and 
achievable healthy goals with the family.
After the second home visit, coordinators should ad-
minister the posttest on obesity stigma (Appendix C) to 
determine if there has been a change in the residents’ 
obesity stigma. The coordinators should also meet with the 
residents to discuss the reflection questions (Appendix P) 
or ask that the residents complete them on their own.
Results
Twenty residents have successfully complete the home 
visit curriculum. In addition, we have evaluated this 
curriculum in two ways. The first was by having residents 
complete a pre- and posttest on their comfort in counsel-
ing patients and families about healthy lifestyle combined 
with the Antifat Attitudes Questionnaire.31 We were able to 
detect a significant difference in confidence in counseling 
families on physical activity (p < .03), weight manage-
ment (p < .02), and healthy eating (p < .0004) between the 
pre- and posttest. Due to the low rate of antifat attitudes at 
baseline, we were unable to detect any significant changes 
in antifat attitudes.
We also did a qualitative study of the resident experi-
ence of conducting an obesity-focused home visit by 
individually interviewing 13 residents within 4 weeks of 
their curriculum completion. During their interviews, the 
residents uniformly felt that home visiting was a valuable 
experience and that they learned things about the family 
and neighborhood from the visit they otherwise would not 
have known. When asked about the value of the curricu-
lum, residents responded as follows:
•	 “To see firsthand how a patient lives at home and how 
the home environment can affect health.”
•	 “I think the value is . . . just like getting to feel more in 
touch with your community and having a better appre-
ciation for their lives and what it means to live where 
they live and have the resources that they do and have 
the jobs that they have.”
•	 “I would say that beforehand I probably asked more 
superficial questions about like the environment and 
the neighborhood and at least now in my clinic a lot of 
the families do seem to be from that area, I think I do 
have a better grasp on like what there actually is.”
Discussion
As discussed above, our residents found this curriculum to 
be an invaluable tool in helping to understand the condi-
tions in which their patients live and to gain a much deeper 
appreciation for how nonmedical factors influence health. 
The expanded amount of time that the residents were able 
to spend during the home visit also gave them an opportu-
nity to practice newly learned obesity-management skills, 
such as motivational interviewing, outside of the time 
constraints of a busy office-based clinical encounter.
This curriculum can be used with any resident in any year 
of training to help teach about the multifactorial causes 
of obesity as well as how to effectively counsel families 
around obesity management. It is specifically designed to 
include experiential learning by having residents apply 
the concepts they are being taught in the modules during 
the home visits, when completing the windshield survey, 
and when creating and presenting recommendations to the 
family. Although the modules can be reviewed in a didac-
tic fashion, active learning can be increased by narrating 
the modules, having residents view them on their own, 
and then bringing the residents together for a discussion of 
concepts and questions. Narrating the modules also allows 
the residents to stop at any point and explore some of the 
additional resources mentioned. Our residents felt that the 
lessons learned from going through the curriculum were 
invaluable and were applicable to almost every encounter 
in their continuity clinic.
It should be noted that all of the residents who participated 
in the home visit program were part of our Community 
Health Track. These residents are likely more open and in-
terested in learning about the community and social deter-
minants of health. However, we believe that this program 
would be valuable for all residents who intend to work in 
the primary care setting. The program was originally de-
signed for use with pediatric residents in Washington, DC, 
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but it can be adapted to meet the needs of any residency 
training program that wants a more intensive obesity-man-
agement curriculum for its residents and has time in their 
schedule to implement home visits.
The following components helped make the program 
successful:
•	 Having a 4-week block with a relatively flexible 
schedule allowed our residents to fit in the two home 
visits around the family’s schedule. This is very 
important as scheduling the visits was found to be the 
most difficult part of the program.
•	 Giving residents protected time to complete the mod-
ules ensured that everything was completed satisfacto-
rily.
•	 Narrating the modules allowed residents to view them 
at their convenience.
•	 Posing the program as a concierge service that would 
allow us to create a plan specific to the family, its 
neighborhood, and the barriers it was specifically 
facing helped to get higher acceptance rates when of-
fering home visits. Some families are reluctant to have 
anyone come into their homes for any reason.
•	 Informing other practitioners in the continuity clinic 
sites about the program allowed for a larger pool of 
possible families as it was sometimes difficult finding 
a family familiar to the resident.
•	 Reminding the residents a few days before the vis-
it to call the family and confirm the visit and also 
reminding them to print out all the materials that they 
would need was useful. (We found it helpful to divide 
resources into three folders: Materials to Get You 
Started, Assessment Visit Documents, and Intervention 
Visit Documents).
•	 Spending a few minutes prepping the residents prior to 
going into the home was also very helpful. Residents 
were reminded that they would be the ones leading 
the visit and were given an opportunity to review any 
last-minute questions with the program coordinator.
•	 Scheduling the second visit at least 1 week, and prefer-
ably 2-3 weeks, after the first visit gave the family a 
chance to try to implement some of the goals set at the 
first visit, as well as sufficient time for the residents 
to put together the resources they were going to bring 
with them on their second visit.
•	 Instructing residents to insert a copy of their Healthy 
Homes Intervention Recommendations (Appendix 
M) into the clinic chart of the patient whom they saw 
during the home visit allows other providers to see 
what was recommended for this family. In addition, 
we had two residents who were able to complete only 
one home visit to the family. Having the plan in the 
patient’s chart allows other providers to review the 
resources and recommendations with the family at a 
future clinic appointment.
•	 Intermittently ensuring that all materials remain ac-
cessible on whatever platform you are using is import-
ant. All hyperlinks should be tested and all materials 
updated on a regular basis.
In order to reduce the time it takes to complete this curric-
ulum, one change to consider is to have the residents do 
the first home visit and windshield survey and then have 
the family come to the office to review the resources and 
recommendations. In order to decrease even further the 
amount of time and coordination required, we are explor-
ing the possibility of virtual home visits using camera and 
video technology.
Keywords 
Childhood Obesity, Overweight, Home Visitation, Nutri-
tion, Motivational Interviewing, Social Determinants of 




A. Healthy Homes Curriculum Checklist.docx
B. How to Choose a Family.docx
C. Pre- and Posttest of Obesity Stigma.pdf
D. Home Visitation 101.pptx
E. Nutrition & Health 101.pptx
F. Social Determinants of Health 101.pptx
G. Assessment Visit Script.docx
H. Healthy Homes History.docx
I. Healthy Homes Assessment Checklist.docx
J. Healthy Homes Road Map to Success.docx
K. Healthy Living Goals Worksheet.docx
L. Healthy Homes Windshield Survey.docx
M. Healthy Homes Intervention Recommendations.docx
N. Intervention Visit Script.docx
O. Healthy Lifestyle Action Plan.docx
P. Resident Reflections Document.docx
All appendices are considered an integral part of the peer-reviewed 
MedEdPORTAL publication. Please visit www.mededportal.org/publi-
cation/10480 to download these files.
Dr. Kofi Essel is a general academic pediatric fellow in the Department of Gen-
eral and Community Pediatrics at Children’s National Health System.
MedEdPORTAL Publications, 2016
Association of American Medical Colleges 
7
Dr. Sirisha Yalamanchi is a pediatric critical care fellow in the Department of 
Pediatrics at Columbia University Medical Center.
Erin Hysom is the Coordinator of Select Education Initiatives & Effectiveness 
in the Department of the Office of School and Community Nutrition Programs at 
Maryland State Department of Education.
Dr. Cara Lichtenstein is an assistant professor of pediatrics in the Department 
of General and Community Pediatrics at Children’s National Health System.
Prior Scholarly Dissemination: Essel K, Jonnalagadda S, Lichtenstein C. 
Healthy homes, healthy futures program: a home visitation curriculum to 
help facilitate more dynamic and effective communication strategies between 
pediatric residents and families of obese/at risk children. Presented at: Pediatric 
Academic Societies (PAS) Annual Meeting; April 25-28, 2015; San Diego, CA.
Essel K, Jonnalagadda S, Lichtenstein C. Healthy homes, healthy futures pro-
gram: a home visitation curriculum to help facilitate more dynamic and effective 
communication strategies between pediatric residents and families of obese/at 
risk children. Presented at: American Pediatric Association Region IV Annual 
Meeting; February 20-21, 2015; Charlottesville, VA.
Essel K, Jonnalagadda S, Lichtenstein C. Healthy homes, healthy futures pro-
gram: a home visitation curriculum to help facilitate more dynamic and effective 
communication strategies between pediatric residents and families of obese/at 
risk children. Presented at: Children’s National Research & Education Week; 
April 7-11, 2014; Washington, DC.
IRB/Human Subjects: This publication contains data obtained from human 
subjects and received IRB approval.
References
1. Liu S. Intake of refined carbohydrates and whole grain foods in 
relation to risk of type 2 diabetes mellitus and coronary heart dis-
ease. J Am Coll Nutr. 2002;21(4):298-306. http://dx.doi.org/10.108
0/07315724.2002.10719227
2. Wong C, Marwick TH. Obesity cardiomyopathy: pathogenesis and 
pathophysiology. Nat Clin Pract Cardiovasc Med. 2007;4(8):436-
443. http://dx.doi.org/10.1038/ncpcardio0943
3. Guide to topics & questions asked: National Survey of Children’s 
Health 2011/12. Data Resource Center for Child & Adolescent 
Health Web site. http://childhealthdata.org/learn/NSCH/topics_
questions/2011-12-nsch. Accessed March 2016.
4. Barlow SE. Expert committee recommendations regarding the pre-
vention, assessment, and treatment of child and adolescent over-
weight and obesity: summary report. Pediatrics. 2007;120(suppl 
4):S164-S192. http://dx.doi.org/10.1542/peds.2007-2329C
5. Rausch JC, Perito ER, Hametz P. Obesity prevention, screening, 
and treatment: practices of pediatric providers since the 2007 
Expert Committee Recommendations. Clin Pediatr (Phila). 
2011;50(5):434-441. http://dx.doi.org/10.1177/0009922810394833
6. National Institutes of Health: National Heart, Lung, and Blood 
Institute. Clinical Guidelines on the Identification, Evaluation, 
and Treatment of Overweight and Obesity in Adults: The Evidence 
Report. Bethesda, MD: NIH Publishing; 1998.
7. Katz D. Obesity . . . be dammed!: what it will take to turn the tide. 
Harvard Health Policy Rev. 2006;7(2):135-151.
8. Richardson L, Paulis WD, van Middelkoop M, Koes BW. An 
overview of national clinical guidelines for the management of 
childhood obesity in primary care. Prev Med. 2013;57(5):448-455. 
http://dx.doi.org/10.1016/j.ypmed.2013.08.010
9. Spear BA, Barlow SE, Ervin C, et al. Recommendations for 
treatment of child and adolescent overweight and obesity. Pedi-
atrics. 2007;120(suppl 4):S254-S288. http://dx.doi.org/10.1542/
peds.2007-2329F
10. Whitlock EP, O’Connor EA, Williams SB, Beil TL, Lutz KW. 
Effectiveness of weight management interventions in chil-
dren: a targeted systematic review for the USPSTF. Pediatrics. 
2010;125(2):e396-e418. http://dx.doi.org/10.1542/peds.2009-1955
11. US Preventive Services Task Force. Screening for obesity in 
children and adolescents: US Preventive Services Task Force rec-
ommendation statement. Pediatrics. 2010;125(2):361-367. http://
dx.doi.org/10.1542/peds.2009-2037
12. Tschudy MM, Pak-Gorstein S, Serwint JR. Home visitation by 
pediatric residents—perspectives from two pediatric training 
programs. Acad Pediatr. 2012;12(5):370-374. http://dx.doi.
org/10.1016/j.acap.2012.08.001
13. Tschudy MM, Platt RE, Serwint JR. Extending the medical home 
into the community: a newborn home visitation program for pedi-
atric residents. Acad Pediatr. 2013;13(5):443-450. http://dx.doi.
org/10.1016/j.acap.2013.04.009
14. Gosney JE Jr, Storman D, Geving M, Liu YH. “Opera-
tion Housecall”: a family-centered pediatric residency ex-
perience. Clin Pediatr. 2009;48(7):780-783. http://dx.doi.
org/10.1177/0009922809332688
15. Goldberg AI. Pediatric home health: the need for physician educa-
tion. Pediatrics. 1995;95(6):928-930.
16. Sharma N, Lalinde PS, Brosco JP. What do residents learn by 
meeting with families of children with disabilities?: a qualitative 
analysis of an experiential learning module. Pediatr Rehabil. 
2006;9(3):185-189. http://dx.doi.org/10.1080/13638490600570606
17. Steinkuller JS. Home visits by pediatric residents: a valuable 
educational tool. Am J Dis Child. 1992;146(9):1064-1067. http://
dx.doi.org/10.1001/archpedi.1992.02160210066023
18. Keita AD, Risica PM, Drenner KL, Adams I, Gorham G, Gans 
KM. Feasibility and acceptability of an early childhood obesity 
prevention intervention: results from the healthy homes, healthy 
families pilot study. J Obes. 2014;2014:378501. http://dx.doi.
org/10.1155/2014/378501
19. Wen LM, De Domenico M, Elliott D, Bindon J, Rissel C. 
Evaluation of a feasibility study addressing risk factors for 
childhood obesity through home visits. J Paediatr Child 
Health. 2009;45(10):577-581. http://dx.doi.org/10.1111/j.1440-
1754.2009.01568.x
20. Harvey-Berino J, Rourke J. Obesity prevention in preschool Na-
tive-American children: a pilot study using home visiting. Obesity. 
2003;11(5):606-611. http://dx.doi.org/10.1038/oby.2003.87
21. Knowlden AP, Sharma M. Systematic review of family and home-
based interventions targeting paediatric overweight and obesity. 
Obes Rev. 2012;13(6):499-508. http://dx.doi.org/10.1111/j.1467-
789X.2011.00976.x
22. Sabin JA, Marini M, Nosek BA. Implicit and explicit anti-fat 
bias among a large sample of medical doctors by BMI, race/eth-
nicity and gender. PLoS One. 2012;7(11):e48448. http://dx.doi.
org/10.1371/journal.pone.0048448
23. Puhl RM, Brownwell KD. Psychosocial origins of obesity 
stigma: toward changing a powerful and pervasive bias. Obes 
Rev. 2003;4(4):213-227. http://dx.doi.org/10.1046/j.1467-
789X.2003.00122.x
24. Schvey N. Weight bias in health care. Virtual Mentor. 
2010;12(4):287-291. http://dx.doi.org/10.1001/virtualmen-
tor.2010.12.4.jdsc1-1004
25. Wear D, Aultman JM, Varley JD, Zarconi J. Making fun of 
MedEdPORTAL Publications, 2016
Association of American Medical Colleges 
8
patients: medical students’ perceptions and use of derogatory and 
cynical humor in clinical settings. Acad Med. 2006;81(5):454-462. 
http://dx.doi.org/10.1097/01.ACM.0000222277.21200.a1
26. Lawrence SA. The impact of stigma on the child with obesity: 
implications for social work practice and research. Child Adolesc 
Social Work J. 2010;27(4):309-321. http://dx.doi.org/10.1007/
s10560-010-0208-7
27. Wigton RS, McGaghie WC. The effect of obesity on medical 
students’ approach to patients with abdominal pain. J Gen Intern 
Med. 2001;16(4):262-265. http://dx.doi.org/10.1046/j.1525-
1497.2001.016004262.x
28. Kaufman DM. Applying educational theory in practice. BMJ. 
2003;326(7382):213-216. http://dx.doi.org/10.1136/bmj.326.7382.213
29. Schwartz RP. Motivational interviewing (patient-centered counsel-
ing) to address childhood obesity. Pediatr Ann. 2010;39(3):154-
158. http://dx.doi.org/10.3928/00904481-20100223-06
30. Change Talk. American Academy of Pediatrics Institute for 
Healthy Childhood Weight Web site. http://ihcw.aap.org/resources/
Pages/default.aspx. Accessed March 4, 2016.
31. Crandall CS. Prejudice against fat people: ideology and self-in-
terest. J Pers Soc Psychol. 1994;66(5):882-894. http://dx.doi.
org/10.1037/0022-3514.66.5.882
Submitted: January 18, 2016; Accepted: July 26, 2016
